We describe a patient in whom an early carcinoma of the duodenum was able to be resected endoscopically. A 77-year-old man presented with epigastric pain. Upper gastrointestinal endoscopy revealed a mass in the duodenum, and the patient was admitted. A whitish nodular aggregated lesion, measuring 20mm in diameter, was found in the second portion of the duodenum. Examination of a biopsy specimen showed a Group III tubular adenoma.
I INTRODUCTION
Primary duodenal carcinomas are rare. The estimated incidence ranges from 0.03% to 0.25% [1] [2] [3] of all patients undergoing autopsy and from 0.03% to 0.35% of all gastrointestinal cancers [4, 5] . Recently, however, the number of reported cases has risen owing to the increased use of upper gastrointestinal endoscopy and radiography. In Japan some cases of duodenal carcinoma have been resected endoscopically [6] [7] [8] . Here we * Corresponding author. 239 describe a case of carcinoma arising in the second portion of the duodenum that was able to be resected endoscopically.
II CASE REPORT
The patient was a 77-year-old man. Angina pectoris had been diagnosed at 74 years of age, and he was receiving oral therapy. His 22 18 mm (Fig. 3 ). Endoscopic ultrasonography (EUS) with a small-diameter probe (UM-3R, Olympus, Tokyo, Japan) revealed thickening of the first and second layers and no change in the third layer, indicating a mucosal lesion (Fig. 4) .
Diagnosis of histologic examination of a biopsy specimen was a tubular adenoma. The large size of the lesion suggested the possibility of carcinoma in adenoma. The lesion was therefore completely resected endoscopically on March 14. Before resection, an anticholinergic agent was administered to inhibit peristalsis. A direct-viewing double-channel scope (GIF-2T200, Olympus) was used to permit application of accessory instruments. To prevent puncture, physiological saline solution was injected locally to cause the lesion to protrude. The lesion was then resected with a crescent type snare. There was no postoperative bleeding or other complications.
Early cancer ofthe duodenum is generally treated by surgical resection. In Japan there is a recent trend toward endoscopic therapy not only by polypectomy but also by endoscopic resection [6] [7] [8] duodenum. First, the duodenal wall is thin, creating a high risk of perforation. Second, the lumen is narrow, and peristalsis occurs frequently. The scope is therefore less maneuverable than when placed in the stomach, and it is difficult to maintain an adequate field of view. Third, after resection the tumor tends to move anally, and large tumors are difficult to pass through the pyloric sphincter and retrieve. In our case, the tumor was located in the posterior wall of the second portion of the duodenum. A frontal view was difficult to obtain with a direct-viewing scope. After the injection of physiological saline solution, however, the tumor could be viewed frontally, facilitating complete resection. In the event that a direct view could not be obtained, we used a two-channel scope, which allows the use of a grasping forceps. To assess the anal side of the lesion and the spatial relationship with respect to the papilla of Vater, it is essential to also use a side-viewing scope to examine the lesion. It is also important to inhibit peristalsis by administration of an anticholinergic agent immediately before endoscopic resection. Theoretically, endoscopic resection is indicated for the treatment of mucosal lesions with no lymph node metastasis. Indications for endoscopic treatment of early duodenal carcinoma have not been established. Nagatani reported that the rate of lymphonode metastasis is 0% for intramucosal cancers and 5% for submucosal cancer [13] . Hirasawa reviewed Japanese literature and reported that lymphonode metastasis did not occur when protruding or elevated tumors were less than 50mm in diameter, so these lesion could be removed completely [14] . On the other hand, in depressed type, submucosal invasion has not been observed in lesions under 10mm. So indication of depressed type early duodenal carcinoma has reported under 10mm in size [12, 14] . Other organs, the diameter of differentiated type mucosal carcinomas of the stomach ranges from 15 to 30mm [15] [17] . One problem is that, similar to other organs, tumor reconstruction is difficult, and traces of tumor may remain at the resection margin. In fact, the complete resection rate is low for piecemeal resection [15] . As mentioned previously, the anatomic characteristics and folds of the duodenum may preclude piecemeal resection. However, the number of patients in whom endoscopic resection is relatively indicated will probably increase, and if current problems are overcome, endoscopic resection, even when performed in a piecemeal fashion, will most likely be performed more frequently.
We conclude that by carefully determining the technique of choice, endoscopic resection can also be used to treat duodenal lesions.
